Abstract: This qualitative study examines the experience of racial and ethnic minorities receiving behavioral health care in a safety net setting during the early process of health insurance reform in Massachusetts. Three rounds of interviews were conducted between August 2007 and May 2009, collecting information from patients (n565) on the experience of health reform and delivery of mental health care. Four categories of enrollees transitioning into health reform emerged over the course of the study that grouped into a typology of experiences with reform: early enrollees, middle enrollees, late enrollees, and multiple switchers. With support, a majority of the sample transitioned smoothly to the new health insurance mechanisms. However, some experienced administrative confusion and disruption in mental health care during the transition. Administrative policies providing special accommodations for individuals with mental health disorders and other vulnerable populations may be important to consider during the transition to health insurance reform.
initial transition. Health insurance reform in Massachusetts provides an important opportunity to examine how vulnerable populations experience this major change in policy and anticipate obstacles for similar populations as national health reform takes shape. The purpose of this study was to document the experience of this health policy change among a subset of racial/ethnic minority patients receiving behavioral health care in a safety net hospital system, applying qualitative research methods in health services research 2, 3 to better understand what this shift looks like from the perspective of these individuals.
Shifting the financing of health care coverage for the poor and near-poor from what was primarily an institutional responsibility held by community safety-net hospitals and clinics to a health insurance framework in which individuals are responsible for maintaining their coverage presents those implementing it with both challenges and opportunities. In particular, vulnerable populations may be at risk of gaps in care during times of health policy transition, due in part to poor understanding or dissemination of new administrative requirements (e.g., cost-sharing, eligibility rules). 4, 5 Automatic enrollment in public programs, which eliminates administrative responsibility on the part of the enrollee, has been found to have the greatest positive impact on take-up of eligible benefits, 6 and administrative barriers are a primary reason that children churn on and off SCHIP coverage. 7, 8 Individuals from vulnerable populations may also fall prey to rumor and misinterpretation of public policies by others in their communities who are not fully informed (e.g., concerning deportation). A case in point occurred when the 1996 federal welfare reform law (Personal Responsibility and Work Opportunity Reconciliation Act) was enacted, and new immigrants were barred from receiving Medicaid coverage for the first five years in the country. 9 Not only did enrollment rates of new immigrants drop, but rates also dropped for those who had been in the country for many years and were, in fact, still eligible for the program. 10 Studies of statewide behavioral health policy change have documented the operational challenges of increased administrative requirements for the delivery of care in safetynet settings that often accompany policy changes. [11] [12] [13] [14] Racial and ethnic minorities in general, and immigrants in particular, have been found to have high rates of uninsurance compared with the U.S.-born non-Latino White population, 15, 16 due to a combination of linguistic barriers, citizenship status, and employment status (e.g., whether employers offer insurance for part-time workers). 15, 17 For people with mental health disorders, too, significant outreach efforts may be necessary from institutions and care providers in order to avoid disruptions in care. 18 Approximately 20% of individuals with mental health disorders are uninsured and not covered by public insurance such as Medicaid. 19 The introduction of health insurance reform and subsidized insurance packages in Massachusetts has led to a cutback in funds available for safety-net institutions where these vulnerable populations receive care, with some estimating that state subsidies to hospitals for treating uninsured have decreased by 50%. 20 Such shifts in funding place the onus of responsibility for maintaining continuity of care on individuals who must now purchase and utilize health insurance, many of whom may never have had insurance before and may be unfamiliar with the requirements and processes necessary to obtain and maintain coverage (while this onus previously fell on safety-net institutions). A better understanding of how individual patients from vulnerable populations respond 886 Massachusetts health reform in safety-net settings to these changes may help anticipate potential problems in this transition and ensure continuous care in this group during the policy shift. These patients are embedded in an interdependent framework that includes the care team, the organization and the policy/regulatory environment. 21.22 Adjustments in financial incentives during periods of health system change affect all of these levels, and may have complex influences based upon interactions among them. 23 How an individual responds to shifting policies and incentives may vary according to personal characteristics, attitudes, and behaviors, as well as interactions with others embedded in these systems; qualitative research that focuses on individuals' behaviors and perceptions within a care system encourages a broader assessment of how the health services system operates on the ground. 2 Hence, this study focuses on the perspectives of previously uninsured individual patients embedded in a behavioral health care system at a safety-net hospital.
Health insurance reform in Massachusetts. April 2006 marked the beginning of the Massachusetts health care reform. The law (Chapter 58) was signed with the goal of providing universal health care to all Massachusetts residents, 24 and requires all adults living in Massachusetts to obtain health insurance or else face a tax penalty. Overall, the reform has led to an increase in insured adults throughout the state. The 2009 rate of uninsurance in Massachusetts was 2.7%, virtually unchanged from the 2.67% estimate in 2008, and much lower than estimated rates prior to reform, which ranged from 6.4% to 10.4% depending upon the survey. 25 Chapter 58 led to many changes in how health care was financed for low-income individuals. 26 Many individuals living in poverty moved into the state's new subsidized insurance program, Commonwealth Care, which provides almost fully subsidized coverage for those below 150% of the federal poverty line (FPL), and a sliding-scale premium and cost-sharing through copayments for those from 150 to 300% of the FPL. Some transitioned into coverage through Massachusetts's Medicaid Program, MassHealth, which expanded its enrollment cap as part of the reform. Still others responded to the mandate by taking up private insurance benefits (e.g.,Blue Cross/Blue Shield, Tufts Health Plan) through employer-based insurance coverage. Finally, some moved from the Free Care pool (or Uncompensated Care pool), a state-run program that previously provided funds to care for the uninsured that was eliminated during reform, to the Health Safety Net program, a fund that is provided for those who are not eligible for subsidized insurance coverage (often immigrants who do not have documentation of U.S. citizenship). Passage of the MassHealth Section 1115 Research and Demonstration Waiver in 2008 ensured continued federal support through FY 2011 of Chapter 58's coverage expansions, ensuring coverage for over one million low income children, families, and individuals through MassHealth and Commonwealth Care.
27
Eligibility rules for Commonwealth Care require that each applicant be assessed for citizenship status, as well as proof that they are not employed or that their employer does not offer adequate insurance coverage. Patients must also submit information to reauthorize their insurance coverage at least annually, and must reapply if there is a change in status (e.g., switching to a new job, getting married). These requirements are more extensive than the administrative processes that patients previously covered by Free Care (FC) followed. In addition, whereas prior management used to occur at the public health hospital itself and could be processed quickly, these eligibility processes are now centralized at the State Medicaid office. Massachusetts supported extensive training and provided high levels of assistance during the transition process. 28 Further, the Executive Office of Health and Human Services in Massachusetts also developed an on-line common application for all public services, including Commonwealth Care, that has streamlined the eligibility requirements. As of March 2010 more than half of all health assistance applications (58%) were submitted via this mechanism. 29 The purpose of this study was to examine how racial/ethnic minorities receiving behavioral health care in a single safety-net setting navigated the policy change during the early process of health insurance reform in Massachusetts. The goals were to identify the factors that facilitated implementation of the health insurance policy from the perspective of individuals who may be vulnerable to disruption in coverage, as well as those that might impede continuous insurance coverage following reform. We chose to study a population that represents a vulnerable population according to several criteria-racial/ethnic minority (many with LEP) and recent utilizers of behavioral health care services. Although those with mental health disorder are frequently eligible for public insurance programs, studies find that Medicare and Medicaid cover less than half of these individuals; 19 hence, they represent an important group that may require extra accommodation during the policy transition. Three rounds of interviews were conducted between August 2007 and May 2009 with individuals belonging to racial and ethnic minority groups who had received mental health services subsidized through the Free Care Pool (FC) prior to health insurance reform. Through qualitative analysis of the experience of these individuals over three points in time, a typology of enrollee categories emerged from the data. These categories provide important blueprints for policymakers and planners to consider during the national insurance reform process.
Methods
We conducted a thematic analysis 30 of the open-ended data collected as part of a longitudinal study examining the experience of individuals undergoing health reform in a safety-net setting. A purposive sample was selected from patient encounter lists in two mental health outpatient clinics that served high numbers of racial and ethnic minority patients. We selected potential respondents according to three criteria. First, to ensure that we could capture the experience of the transition during the study period, we identified patients who had received services paid for by the Free Care Pool (FC) at some time between July 1, 2006 and September 30, 2007, well before the insurance mandate went into effect. Secondly, from this group, we identified patients who recorded at most one shift to a different insurance during this time period, in order to identify respondents who could describe their initial experiences with the reform process and track subsequent changes in real time during the study period. We identified respondents from racial and ethnic minority groups according to administrative data records of race and language from two clinics, one that that specialized in treating Latinos with mental health concerns (61% of our sample) and the other a general outpatient psychiatry clinic (39% of our sample). Both clinics were based in a safety-net hospital system that previously provided a large proportion of their care to individuals without insurance; in 2006, 28% of patients in the Latino-specific clinic and 26% in the general outpatient clinic received care through the FC pool. Lastly, to be included in the sample, respondents had to be traceable to a current address, to live in Massachusetts, and to have a working phone number.
Using these criteria, the research team sent 163 patients introductory letters, of which five were returned due to incorrect addresses. Out of the 158 who received the letters, 42 were not reachable by phone due to wrong number/number out of service or moving out of state, yielding a potential eligible survey sample of 116 patients. Sixty-six of these eligible respondents were interviewed at baseline for a response rate of 56.9%. We only attempted to follow-up individuals who were interviewed at baseline. Sixtythree respondents of these original 66 were re-interviewed at the second interview (follow-up one: FU1), and 53 of the original 66 respondents were interviewed at the third interview (follow-up two: FU2). In describing our study sample, we included all cases re-interviewed at least once at either FU1 or FU2 (n565). For the qualitative analysis, we included all respondents except those whose only change was from FC to Health Safety Net. We conducted the qualitative analysis on this subsample (n545) because our focus was on understanding typologies in the process of implementation of the health reform. The shift from FC to Health Safety Net was a change primarily in name only and did not affect coverage for this group during this timeframe. Half of the non-responders for follow-up two fell into this category.
The first telephone interview was conducted between August and December 2007, during reform but before the deadline for the tax penalty for those without insurance. The semi-structured baseline interview instrument included open and close-ended questions in the following domains: health insurance coverage; information, knowledge and decision-making about health reform; process of switching to and from different insurance mechanisms; attitudes towards health insurance; access and delivery of health and mental health care; and demographic characteristics. In addition, there were two questions on functioning that asked whether the respondent had had to cut down on work or normal activities in the last 30 days, and whether the respondent was completely not able to work or carry out normal activities. The follow-up questionnaires included expanded questions on the support respondents received in the process of the health reform, as well as more extensive questions on the impact that the process may have had on their mental health care.
Interviewers were instructed to probe to clarify any confusing answers to the closeended questions, particularly regarding the respondent's current insurance status, and to encourage detailed answers to the open-ended questions. Interviewers were carefully trained to take notes during the interviewing process, and record verbatim the responses to open-ended questions. In the event that the interviewer was not able to record the answers in real time during the interview, a note was made and the interviewer went back to the tape to record the information. Open-ended responses for the interviews conducted in Spanish were translated by the bilingual interviewers before analysis. Completed interviews were edited by an independent interviewer and questions about unclear or missing information were addressed. Continuous quality checks occurred over the course of the project during bi-weekly interviewer meetings, where protocols and questions were reviewed. In addition, 10% of the interviews were randomly selected and formally checked by an independent research assistant for quality control. The research assistant listened to the original tape, checked the interviewers' responses and evaluated each interview according to seven criteria; the interview quality was assessed to be good-to-excellent across all the interviews checked.
analysis. We conducted our thematic analyses using a matrix approach, 30 and consisting of two components. First, we conducted within-subject analyses whereby every respondent who switched into a new insurance program was reviewed, basic demographic characteristics and insurance patterns were summarized, and the openended data were extracted.
We organized all open-ended data by respondent across the three interview time points according to four a priori domains: administrative issues; support with insurance shifts; medical and mental health needs; and attitudes/values regarding insurance. Descriptive responses to these relevant open-ended questions were summarized in a table, and individuals who expressed positive experiences as well as distress due to the changes in their health insurance coverage were noted.
We then grouped the respondents into four enrollee categories that began to emerge based on their insurance transitions during the within-subject analysis: 1) one insurance switch before baseline without a subsequent switch at either follow-up interview (FU1 or FU2); 2) one insurance switch reported at the first follow-up (FU1), without a subsequent shift at the second follow-up (FU2); 3) one insurance switch reported at the second follow-up only (FU2); and 4) multiple insurance switches throughout the interview period. Data were then analyzed across these four categories and compared with each other to develop a typology of stages of enrollment. Categories were analyzed and re-grouped as necessary until a coherent typology appeared. These analyses were conducted first by the lead author, and then reviewed with the research team in multiple meetings to check interpretation and confirm the face validity of the experiences that were emerging and the grouping of the categories.
To inform this analysis, we also conducted independent confirmatory coding to identify those respondents who experienced particular problems receiving mental health care during the health reform implementation process. Studies have found that people with mental health disorders, and other vulnerable populations, adjust their health care behavior in response to cost-sharing, often in ways that have negative effects on receipt of appropriate care; 31 other evidence suggests that individuals with mental health disorders who experience an increase in medication copayments may discontinue other medications for physical health disorders to offset the cost increase. 32 We wanted to highlight qualitatively the potential tradeoffs that respondents in our study were making regarding their health care choices during reform. Hence, in the absence of a clinical gold standard to identify need, we carefully coded each respondent to assess their experience of mental health service delivery during this period of reform.
Two independent coders reviewed all open and closed-ended questions and coded each case according to two criteria: 1) respondent expressed difficulty with the process of the insurance reform (e.g., increase in paperwork, poor understanding of insurance coverage, communication problems regarding change, disruptions in insurance coverage during this time) and 2) respondent reported that he or she experienced disruption or concern regarding mental health care (e.g., cut back on the mental health care without saying s/he wanted to do so, experienced difficulty paying for mental health care). Simply cutting back on health care because they did not want to go any more did not satisfy the criteria for cutting back on needed mental health care. Respondents where both coders indicated a positive code for both conditions were reviewed for consistency and coded as an identified case, which we defined using qualitative terminology as a respondent who represents a particular phenomenon of interest, 33, 34 namely one who experienced problems with both administrative processes and mental health care delivery during reform. In cases where the coders disagreed, the lead author reviewed each discordant case according to the definitions above, reconciled differences between the two, and then discussed the outcome with at least one other research assistant for confirmation.
results
Descriptive findings. The sample was mostly female, low-income, and immigrant (see Table 1 ). Over half the sample (60.0%, n539) was Spanish-speaking or mostly Spanish-speaking, and three quarters were Latino (75.4%, n549). Although about half reported at least some college education (47.3%, n518), 83.1% (n554) reported an income of less than $10,000 in the previous six-month period. The group was unstable in terms of work status, with 41.5% (n527) changing their work situation in some way in the period before the final interview. Almost 30% of the sample (n518) was an identified case according to the criteria described above, meaning they reported both administrative difficulties with reform and had to cut back on needed mental health services during this time.
The cases fell into one of three categories. A little less than a third of the cases remained on Free Care/Health Safety Net during the entire study period (FC only, n520). Forty percent switched one time during the course of the study, but remained stable on that insurance once they switched (n526), although these switches occurred during different time frames: a) cases that switched off of FC to a new insurance before baseline (early enrollees, n58); b) cases that switched at the first follow-up (middle enrollees, n59); and c) cases that switched at the second follow-up (late enrollees, n59). The final category reported at least two switches across insurance categories during the study period, including reporting insurance gaps during the time frame (multiple switchers, n519, 29%).
Coding for identified cases was conducted after both the second and third interview. This process resulted in a total of 18 cases over the entire time frame that experienced problems with mental health care delivery during insurance reform (see Table 1 ): eight at the first follow-up only, five at the second follow-up only, and five at both followup interviews. By far the greatest proportion of cases that experienced disruption in mental health care and difficulties with insurance reform fell in the multiple switcher category (n512).
typology of enrollment. From our subsample of respondents who switched into insurance coverage during the study period, we developed a typology of characteristics for their experiences with this transition. In particular, we focused on a priori thematic categories that we thought could illuminate an individual's risk of disruption in their health insurance coverage and subsequent disruptions in mental health care during health insurance reform-administrative difficulties with the reform, support during the transition, health and mental health needs, and attitudes towards insurance (see Box 1). The typology consisted of five categories: early enrollees, middle enrollees, late enrollees, and two categories of multiple switchers, which were split into Group 1 and Group 2 for the purposes of the analysis.
Early enrollees. The early enrollees of the health reform (n58) reported already having switched into a different insurance before baseline, and remained stable with that insurance throughout the study period. Six were immigrant Latino, and five were Spanish-speaking. Four attended some college and the rest attended some high school. Only two in this group fell into the bottom income category, reporting less than $5,000 income in the previous six months.
Across the board, these cases reported smooth transitions into Commonwealth Care category (CC) (n55), private insurance (n52), and MassHealth (n51), sometimes reporting that they were switched automatically. Four out of the five CC cases transitioned into the fully subsidized CC program, reporting that clinic administrators called CC and helped facilitate the switches. Individuals in this category also reported getting help from hospital administrators, doctors, spouses, and a priest, while only a single case reported talking with a mental health provider about the insurance reform. Most of the cases in this category reported no administrative difficulties with the transition. A few mentioned increased cost, late payment charges and paperwork with the new insurance policies, but this did not influence their positive attitude towards the insurance reform. One case mentioned that she wished the insurance office was not so far away so she did not have to communicate with them by phone. Overall, people in this category were extremely pleased with the administrative components of the new insurance plans.
Across the board, the early enrollees expressed high levels of satisfaction with the care they were receiving. The vast majority (n56) were receiving regular mental health care all or some of the time, and those who cut back on mental health during the reform process did not express distress about it. Most individuals in this category reported chronic mental health and physical health conditions, but reported not being in crisis. The only consistent complaint in this group concerned lack of coverage for dental care, but they were otherwise satisfied with their health and mental health care.
Attitudes about the reform in Massachusetts were positive in this group across all three interviews. The cases in this group valued insurance, with many emphasizing the importance of insurance, and they felt that being insured cost more but was worth the tradeoffs. A few had heard about the mandate, but this did not seem to factor into their decision-making about insurance. Overall, this group seemed to shift smoothly off FC onto insurance coverage, as they were receiving regular, continuous health and mental health care, and clinic personnel told them they had to change and helped manage the shift.
Middle enrollees. Middle enrollees (n59) were cases who were still on Free Care at baseline, but reported switching into an insurance category at the first follow-up and remaining on that one insurance. Eight were immigrants, with seven Spanish-speaking Latinos. The highest proportion of cases fell into the poorest income category, with seven earning less than $5,000 in the previous six months. Five had less than a college education.
This group reported initial confusion about the insurance reform at the baseline interview. Some had not heard about the reform, whereas others reported hearing about it but not getting good information. A few expressed concern about the different plans and costs of Commonwealth Care (CC), not understanding CC or already trying to get CC and not getting it. By the second interview, this group had transitioned to insurance (four to CC, four to public insurance, and one to private). For most of these cases, the switch was supported by administrators in the clinic, and a number of individuals reported being automatically shifted (e.g., receiving a letter or a card saying they had a new insurance, not needing to fill out any paperwork). About half the cases in this category reported speaking about it with their mental health providers, or described help from PCPs and social workers in reading and filling out the forms.
Eight of the nine cases in this category were receiving mental health care throughout the period, and most expressed being extremely satisfied with the care received during the reform. Only a single case expressed any distress about the reform; she reported cutting back on seeing her psychologist due to the expense and concern about copayment charges. However, despite having to cut back on visits to her mental health provider, this case also expressed pride in not cutting back on medications, saying that she made an effort and looked for sales. By the final interview, she reported that the quality of health care under CC was good. She stated at one point, "Now I can demand since I pay, " suggesting she acquired personal agency over her care from purchasing her insurance, rather than relying on Free Care. Like the early enrollees, this group also supported the reform and valued insurance. In contrast to the early enrollees, however, most in this group knew about the mandate and expressed worry about it. Additionally, in this category, respondents started to discuss the pros and cons of the insurance shift, some describing how much better it is to be able to get medications anywhere rather than just at the safety-net clinic, and others mentioning the advantages of having better access to specialists. Such comments provided some evidence of the personal cost/benefit analyses that these new enrollees in insurance policies were practicing.
Late enrollees. The cases in this late enrollees category (n59) were individuals who waited until the Free Care plan ran out without making a change. Eight were immigrant, Spanish-speaking Latinos, representing the highest proportion of LEPs across all categories. Most of this group (n57) fell into the middle income category ($5,000 to $9,999 in the last six months) and five reported either some college or having graduated from college. Hence, many in this group fell outside the income requirements for the fully subsidized CC plan.
Everyone in the late enrollees category expressed high levels of confusion about the insurance change, and concerns about eligibility and payment even at the first interview. Most expressed a strong preference for the FC program. In contrast to the first two categories, none of the respondents here reported being automatically switched. Four of the cases eventually switched into private insurance, either through employment or through their spouses' insurance plan. Three joined CC by the final interview, and in all three cases the switch was primarily facilitated by either a mental health or primary care provider, with their providers calling them and helping them with the applications. Once they switched, most in this category reported satisfaction with the experience, although one case had to cut back on mental health visits, required a lot of help from her mental health provider filling out forms, and was in distress about this. Two cases in this group had just lost FC at the time of the second follow-up and had not yet figured out how to find insurance to take its place.
Although this group reported a great deal of confusion about the reform, and had the highest proportion of Spanish or mostly Spanish-speaking people, they also appeared to be less constrained by mental health and general health issues compared to the other categories. Only half was currently in mental health care, and few discussed co-occurring physical health concerns. The few who reported having to cut back in mental health care did not express distress about it, suggesting low illness severity.
In contrast to the earlier groups, a number of the late enrollees were openly opposed to or did not know what they thought about the insurance reform, though there was transition over time in their attitudes. Many in this group had heard of the mandate and the penalty, but did not express being worried about that. In fact, almost half thought they were complying with the mandate in the first and second interviews because they were on FC. Some expressed that they did not go to the doctor often, and were not willing to pay for insurance if they were not going to see a doctor. However, all but one of the respondents in this group supported reform by the end of the study period.
Multiple switchers. The final category included respondents who had multiple different insurance coverage types over the course of the study period. There were 19 cases that fell into this final category, by far the largest category of those who switched out of Free Care. Only five in this group reported speaking only or mostly Spanish, although 11 were Latino and 14 were immigrants. This group had the highest proportion of individuals who were either college graduates or reported some college (n511), and the highest proportion of individuals who reported making $10,000 or more in the previous six months (n56). This group also had the highest proportion of women (n516).
This category was split into two groups for the purposes of our typology (see Box 1). Group 1 (n58) experienced multiple shifts across the study time frame, but with no gaps in coverage and smooth transitions across the insurance categories. Group 2 (n511) experienced multiple gaps in insurance coverage over the time period, were forced to cut back on mental health care and expressed high levels of distress due to these transitions.
Those in Group 1 reported being employed, having spouses who helped with insurance coverage, or were students and able to join their school plans. About half reported currently being in some mental health care, and only a single case reported co-occurring physical health problems. Most complained about the cost of their insurance and not always being able to pay their bills. For the most part, this group was doing well, despite the fact that they shifted across several different insurance coverage types during the time period.
The respondents in Group 2, however, experienced gaps that disrupted their receipt of mental health services. Eight respondents in this subcategory were on the sliding scale CC plan at some point during the study period, requiring these respondents to pay premiums and copayments. Many of the stories involved problems with administrative components of moving into the plan as well as difficulties due to cost: a) not realizing that one had to wait for the card before coverage started; b) not understanding the reauthorization process, in which the individual must re-apply yearly for CC; c) being denied CC suddenly because respondent got married, and the office thought he had an income; d) experiencing a change in income and being told she needed to apply for CC again; e) missing a few premium bills and being bumped off the insurance; and f) being put on a plan where the premium was too high from the outset. Whereas many of the respondents in the other groups of our typology reported receiving administrative supports, the individuals in this group either did not receive or could not utilize these supports.
The interaction of these administrative problems with the continuity of their mental health care was both negative and distressing. Everyone who had gaps in their coverage described having to cut back on their mental health coverage, and almost everyone reported high levels of distress about it. Respondents articulated the link between the 896 Massachusetts health reform in safety-net settings administrative headaches of the health reform and their difficulty in maintaining and managing their mental health symptoms. A verbatim transcription from one respondent provides insight into this dynamic:
They say that all the time . . . residents must have a health insurance that's all everybody hears . . . that I know. That's it. So what? What's the first step? How to start? I never got orientation about this. All came from the mail and I have to read the information, keep asking, calling it, miscommunication, one says one thing . . . another says another . . . until you get so stressed out and you didn't get help from stressed out because you can't afford the co-payment every week . . . .
Every case in distress in this category reported that the insurance switching and gaps had led to cutbacks in their mental health care. These respondents also described high levels of comorbidity with physical health concerns that limited the amount of money they could afford to pay for mental health copayments. About half of this group discussed in some detail having to ration their medications by cutting back on the least important ones, or not taking medications for depression at all. One respondent described this experience in the following way: I haven't been able to go to my appointments because the cost of the appointments is very expensive. So that's why I've cancelled them until I can get some kind of insurance. And I can't buy my medicine at a lower price, because there are three of them and they're expensive. . . . Right now it's been about four days that I have been without my medicine. . . .The one I take during the day is the most important so that I don't fall into depression again, or to feel bad. So that's the most urgent one to buy.
The co-payments and the out-of-pocket costs for those who had experienced a gap in their insurance coverage had a dramatic effect on the ability of this group to maintain treatment and stay in care.
A striking factor for this most constrained group was the lack of support described in maneuvering the insurance landscape in comparison to the earlier categories. Many described hearing about the CC only through a letter in the mail, and only a few mentioned talking with a mental health provider about it. A marked difference here was also the lack of description of clinic administrators or health providers helping to make phone calls, filling out forms, and facilitating the insurance process. Although a few complained about lack of information in Spanish, interestingly there were a greater number of English-speakers than Spanish-speakers in this category.
Despite the differences between Groups 1 and 2 in the multiple switchers category depending upon whether the switches were smooth or whether there were gaps in coverage, everyone in this group expressed negative attitudes about insurance coverage overall. Many felt that they were forced to get coverage, that it was not a choice, and opposed the reform. Many also expressed knowledge and concern about the effect of the mandate. A theme in the multiple switchers group, in contrast to the other categories, was that parts of the insurance coverage were not "fair. " For example, issues about immigrants and their coverage were raised, with some saying that it was not fair that immigrants were not covered, and others that it was not fair that undocu-mented immigrants could get cheaper insurance coverage through the Health Safety Net than people on CC. Some expressed the view that insurance was not good value for the money, since they did not go to the doctor very much and were only getting it because they were required by law. Although a handful of people did support reform throughout, the majority expressed much lower value and more complaints with the reform process than in any other group.
Discussion
This qualitative analysis and typology of the stages of enrollment in the health insurance reform at a safety-net hospital system in Massachusetts finds that for most of the patients in our purposive sample, the process of transition out of a Free Care mechanism into a health insurance mechanism was smooth. Massachusetts subsidized the transition to health insurance reform significantly with extensive outreach and education. 35 These efforts included a health Care Reform Outreach and Education Unit through the Office of Medicaid to coordinate state activities, joint training sessions for community outreach and enrollment workers through MassHealth and the Health Connector, $11.5 million in grants for community groups to provide outreach and education, and an extensive statewide communications plan. 28 However, in some cases, despite this supportive climate, some patients in this qualitative study struggled with the reform. It is important to note that this group represents only one sixth of the entire study sample, and that in most cases the supports and administrative processes sufficed to support the participants in this study during the transition. However, for this vulnerable subset, our study illustrates the indicators at an individual level that are important to assess, and suggests potential interactions with clinic characteristics, organizational structure and the policy/regulatory environment that should be closely monitored during the health policy transition.
Individual attitudes, while difficult to disentangle from the levels of support received within the clinic, were an important component of the transition. Those patients who were generally supportive of the notion of insurance coverage switched earlier in the process of the reform, whereas respondents who made a late but successful switch also shifted their attitudes more positively towards the insurance reform over time. Thus, it seems important to address individual attitudes and values as part of educating uninsured individuals for timely enrollment in the new health insurance initiatives. 36 Social marketing strategies targeting those who are skeptical of the value of insurance may be a useful adjunct to general education about the health insurance reform. 37 How the individual responded to the reform was embedded in the experiences in the clinic in which he or she received care. For example, respondents reported that facilitation of the enrollment process by clinic administrators in the early stages of reform and institutional support was critical for those who transitioned into public programs or the fully subsidized CC program. Further, all the respondents in higherincome categories who successfully moved into the CC program that required premium payments and cost-sharing reported assistance from their mental health and health care providers in supporting their transition. Despite the fact that around 50% of the individuals in three out of the four categories had at least some college, education on its own did not buffer general confusion about the transition. This need for support during the transition suggests that mental health providers who serve individuals with chronic mental health conditions such as depression and anxiety may need to know the details of health insurance reform. Providing support may include filling out forms and explaining the rules of health insurance coverage during the clinical encounter.
The safety-net organization where the study took place had previously provided ready access to health and mental health care without cost sharing via a Free Care program and experienced significant transition over the course of this study in its financing mechanisms. Despite efforts to protect care for their patients during the transition, patients in this setting necessarily experienced a shift in their delivery of care. It is possible that despite the organization's best efforts, the fact that the institution previously provided such a high proportion of Free Care could have interacted with individual level attitudes such that these respondents were more negative about the policy change than they would have been in other settings where care for the uninsured was previously more limited. This possibility seems unlikely given that many respondents reported being pleased with the increased level of choice at an organizational level provided by the insurance reform, allowing more visits to specialists as well as flexibility in where to obtain their prescription medications.
On the other hand, the fact that the organization supported a clinic targeting Latinos may have actually influenced patient attitudes positively. This option is perhaps more likely, given that the multiple switcher category that experienced the highest degree of distress had fewer Spanish-speaking respondents than any of the other categories. Although some of the Spanish-speakers delayed taking up the insurance in the first place, the fact that fewer fell into the multiple switcher category may have been due to organizational support for ethnic specific clinics, and strong administrative functions and clinician supports in Spanish that enabled continuity of care despite the increased administrative burden of the insurance mechanism. A limitation of this study is that we were not able to collect these data at the clinic level to confirm this hypothesis.
Despite primarily positive experiences during the transition, at the level of the policy environment, our results do provide some cautionary tales to consider during the national health reform process. One sixth of our respondents (n511) experienced a lot of difficulty maintaining continuous insurance coverage and reported significant distress and difficulty maintaining what appeared to be necessary mental health care. These individuals did not report benefiting from the institutional supports in the same way that buffered the other respondents. Many reported multiple co-occurring physical health conditions in addition to their chronic mental health concerns, and were almost universally on the CC program that required premiums and copayments for visits. Numerous studies have demonstrated that for those with great clinical need, cost-containment strategies can lead to self-rationing of care. 38 The burden of copayments for those who have multiple health and mental health concerns is a barrier to antidepressant medication use, 39 and cost-sharing for prescription medications in general has potentially serious consequences for those in lower-income groups. 40 Although Massa chusetts has a yearly cap on the copayment amounts, individuals' monthly budgets may not be able to sustain the cost of necessary copayments in a single month, still leading to self-rationing of care. Further, the administrative processes for determining when copayment ceilings are reached depend upon the patient keeping track of the information and filing the request, which may be burdensome for patients with comorbid conditions. In our study, the respondents who had the most difficulty meeting copayments and expressed the greatest confusion with the administrative insurance processes also cut back on their medications and mental health care in the midst of insurance gaps. An important contribution of this study is the in-depth look at what churning on and off insurance actually looks like to the individuals who experience it. Individuals who are struggling with high copayment levels or having trouble with authorization processes may continue to simply ration care rather than track their copayments, especially without support in managing these administrative processes. A recent report outlining barriers that Latinos have experienced during the transition to health reform in Massachusetts suggests that decision-making about cost primarily focused on premium costs, without sufficient attention to the impact of higher copayments in the lower premium plans. 41 Several respondents in that study selected low premiums and then were unable to meet the copayment requirements given their multiple chronic conditions. Consideration of trade-offs and coaching about the costs and benefits of the different plans may be critical to successful transition to an insurance mechanism for low-income individuals with multiple health and mental health concerns.
An important limitation of this study is that it did not include an objective measure of mental health functioning. Hence, expressions of distress were based purely on selfreport, and we cannot determine whether these respondents were objectively in need of mental health care, or simply had a difficult time adjusting to the shifts required by the insurance reform. In addition, it is difficult to pull apart how much of the stress about the administrative components of reform influenced the mental health concerns of the respondent, or how much the respondent's mental health concerns exacerbated the administrative complexity of reform. Certainly, there was some relationship between experiencing gaps in insurance coverage during the transition period and respondents cutting back on what they considered necessary mental health care.
Given the advent of health insurance reform on the national stage, this study suggests that attention to the interactions of individual level needs of vulnerable populations with multiple levels of the health care environment during the implementation process is necessary. Such approaches can provide important information to health care administrators on the ground who are preparing to implement these reforms. For example, states that are planning to shift resources away from coverage of free care in safety-net settings to fund subsidies for low-income people to purchase insurance may need to consider the level of resources provided for administrative functions in safety-net clinics to monitor the implementation process, particularly for those whose characteristics are similar to the multiple switcher category in our typology. Our results document the administrative problems that the multiple switchers encountered, including problems with reauthorizations, missing payments for premium bills and signing up for the wrong plan to start. Potential strategies to avoid these gaps in coverage might include extra support by a case manager during the transition to health insurance or financing strategies that could spread copayment costs over a greater period of time.
Further, although we recognize that our analytic categories in Box 1 were identified post hoc, clinics could use these factors to develop a checklist to assess patients ahead of the rollout in the areas we considered in this study (e.g., negative attitudes toward reform, multiple health and mental health concerns, lack of communication with health care personnel about the insurance reform). In this way, personnel might identify individuals at greatest risk for disruption in insurance coverage early in the process, and target resources for support towards these individuals. Future studies of the health reform should examine in more detail the interactions among individuals, care teams, organizations and the regulatory environment; in-depth data collection and ethnographic observations in the clinic and the safety-net organization will enable researchers to describe these relationships and the differing impact of policy changes across these levels. In particular, future studies that consider the effects of different outreach and education strategies are needed. During the ongoing national health reform, special attention to the needs of vulnerable populations may help encourage a smooth transition away from health care provided for free in safety-net and emergency settings to that delivered through a health insurance mechanism. 42 Our study suggests that consideration of administrative supports in safety-net institutions may be important to avoid gaps in needed care during health reform. 43 Increasing access to health care in the aggregate, a goal of health insurance reform, is a different objective than the goal of reducing disparities within a population, and may sometimes be in conflict. 44 It is important to proceed with care, protecting the health care safety net in the process of making these policy transitions, 28, 43, 45, 46 and taking steps to ensure that health insurance reform is implemented in ways that also pay attention to overarching goals to reduce health disparities for vulnerable populations. 
